Traumatic anterior dislocation of the shoulder has been treated successfully by arthroscopic and open techniques, achieving less than 5% of recurrence in several series. However, most of the techniques for labral repair use suture anchors.
| HISTORICAL PERSPECTIVE
Itoi et al, 1 in 1999, showed in a cadaveric shoulder the effects of arm position in terms of coaptation of a simulated Bankart lesion. In 2001, the same authors confirmed that external rotation was better than the traditional internal rotation position to coaptate a Bankart lesion by observing it at magnetic resonance images. 2 In 2003, their prospective study on types of immobilization showed lower rates of recurrence in patients treated with immobilization in external rotation (10%) compared with internal rotation (30%) after their first episode of traumatic dislocation. 3 Massoud et al, 4 in 2002, published a new technique for open repair without using suture anchors, which was done by ''vertical-apical^sutures. The mean Rowe score was 94.6 T 15.8, with 95% of excellent or good results. Only 3 patients had postoperative dislocation, and another 2 of them had positive apprehension tests after surgery.
Levy and Mullett, 5 in 2006, described an arthroscopic technique that could be performed by using just 1 anterior working portal and 1 posterior viewing portal. With only 1 suture anchor placed in the 4-o'clock position, 1 suture limb is passed under the labrum at the 6-o'clock position, and the other limb is passed under the labrum at the 2-o'clock position, then both of them are tied, producing a purse string effect, tightening the capsule with a superior/inferior plicature, which also creates a bumper of labrum at the anterior glenoid rim. With this technique, only 1 patient developed recurrent instability. The average postoperative Rowe score was 93 (55Y100), Walch-Duplay score was 93 (70Y100), and Constant score was 97 (77Y100).
Although several studies have shown that arthroscopic Bankart repair has as good results as open repair even when collision athletes are studied, 3 ,6Y14 the surgical costs are higher than open repairs. This technique has been adapted arthroscopically from the open technique described by Massoud et al, 4 advantages of which include less surgical morbidity, excellent assessment of intraarticular pathology, less pain, and better cosmesis. Besides, different from the technique described by Levy and Mullet, 5 in this technique, we do not replace the vertical-apical suture by a suture anchor. Actually, it is done by NorthYSouth plicatures that tighten the capsulolabral complex, approaching it to the glenoid rim, and then at the end of the procedure, the patient is immobilized in approximately 20 degrees of external rotation to better coaptate the labrum to the glenoid rim, as described by Itoi et 
| INDICATIONS AND CONTRAINDICATIONS
The indication for this arthroscopic technique was traumatic anterior recurrent dislocation, without any prior instability surgery. The contraindications were the presence of significant bone loss (25% or more of the glenoid) observed by Bernageau radiographic view, confirmed by arthrography computed tomography, and voluntary shoulder dislocaters (patients who intentionally subluxate or dislocate the shoulder with association of emotional or psychiatric problems). An invertedpear glenoid, engaging Hill-sacks, and humeral avulsion of the glenohumeral ligament lesion, observed at surgery, comprise other contraindications to this technique. In addition to these, another contraindication is an anterior labral periosteal sleeve avulsion (ALPSA) lesion, in which there is an impossibility to achieve mobilization of the capsulolabral complex off the glenoid neck.
| SURGICAL TECHNIQUE
After general anesthesia and interscalene nerve block, the patient is placed in lateral decubitus position, using a beanbag. After standard draping, the shoulder is distracted with a shoulder crane and kept in 10 degrees of flexion and 30 degrees of abduction by 10 lb of longitudinal and lateral tractions. Bony landmarks and portal sites are marked. The joint is entered with a standard 30-degree arthroscope from the posterior portal (2 cm inferior and medial to the posterolateral edge of the acromion). The anterosuperior portal is next established using an outsidein technique 1 cm anterior to the anterolateral edge of the acromion.
A 7-mm cannula (Clear-TRAC Complete Disposable Cannula System, Smith & Nephew Endoscopy Inc, Andover, Mass) is passed through a Wisinger wire and is used to maintain this portal. A systematic diagnostic arthroscopy is performed to assess Bankart lesion, capsular tears, superior labrum and biceps anchor detachment, glenoid erosion or bony Bankart, Hill-Sacks lesions, rotator cuff pathology, and humeral avulsion of the glenohumeral ligament lesion. In addition, the drive-through test and cartilage lesions of the humeral head or glenoid rim are evaluated.
Then, the anteroinferior portal is established, 2 cm medial and 1 cm inferior to the first one, just above the superior edge of the subscapularis tendon. A larger 8. 
Techniques in Shoulder and Elbow Surgery
After confirming a Bankart lesion, an arthroscopic elevator is used to mobilize the capsulolabral complex from its anomalous glenoid attachment. At this time, an ALPSA lesion and/or glenoid erosion, if present, must be identified. Extreme care must be taken to avoid further labral injury, which could damage the repair.
A 4.5-mm mechanical shaver (4.5-mm full radius blade; Smith & Nephew Endoscopy Inc) cleans the soft tissues on the edge of the glenoid, and with the anterior glenoid exposed, we use the 4.0-mm high-speed burr (4.0-mm acromionizer blade; Smith & Nephew Endoscopy Inc) to create a bleeding bed for the labrum. Next, with a manual sinovial rasp, we scratch all extensions of the anteroinferior capsule to create slight bleeding.
With the arthroscope in the anterosuperior portal, a suture hook is passed through the anteroinferior cannula, reaching the capsulolabral complex at the 5-o'clock position, 5 mm from the labral rim, then it is passed through the anteroinferior labrum, and a shuttle relay is advanced throughout the suture hook and retrieved at the posterior portal. A no. 2 Ethibond is loaded in the shuttle relay and transported through the capsulolabral complex and through the anteroinferior cannula ( Figs. 2A, B) .
Next, the suture hook is passed again through the anteroinferior cannula, reaching the capsulolabral complex at the 3-o'clock position, 5 mm from the labral rim, and then it is passed through the anteroinferior labrum. The shuttle relay is advanced throughout the suture hook and retrieved at the posterior portal. The limb of the suture that remains in the posterior portal is loaded in the shuttle relay and transported through the capsulolabral complex and through the anteroinferior (Figs. 3A, B) . The 2 suture limbs are tied using a sliding-locking knot, approaching the capsulolabral complex to the glenoid rim, as they become tense by the inferior-superior plication.
These steps are repeated for a second suture with 1 strand placed at the 3-o'clock and the other at the 1-o'clock position. The 2 limbs are tied creating the second plication.
After these 2 superoinferior plications, the capsulolabral complex is now tense and over the edge of the glenoid rim (Fig. 4) .
After the procedure, the extremity is immobilized in approximately 20 degrees of external rotation for better coaptation of the labrum to the glenoid rim using a semiflexible device tied at the waistline as described by Itoi et al 3 in 2003 (Fig. 5) .
| POSTOPERATIVE MANAGEMENT
The immobilization in external rotation, as described previously, is maintained for 3 weeks. Then, it is changed with a traditional sling for 1 more week. Active exercises for fingers and wrist, as well as, isometric exercises for the deltoid muscle are started 1 day after surgery. At the third week, when the patients remove their external rotation immobilization, they start active and passive stretching exercises to increase range of motion. Eight weeks after surgery, progressive strength exercises begin. A complete return to normal daily activities is possible 2 months after surgery, with ordinary sporting activity being allowed at 6 months and contact sports at 9 months. The return to work depends on the patient's activity; heavy manual laborers are allowed to return at 6 months.
| RESULTS
In this series of 32 patients with traumatic anterior shoulder dislocation, 28 patients were men and 4 were women. The mean age was 23 years (range, 17Y43 years). Within this group, 14 patients played contact or collision sports and/or 17 were heavy manual laborers. The minimum follow-up period was 2 years, with an average of 3 years 4 months.
The mean University of California at Los Angeles score was 31, and the Rowe score was 80.
The recurrence index in this group of patients was 25% (8 cases in 32 patients). However, in 4 cases, the recurrence occurred after a real traumatic event. Therefore, excluding these cases, the mean Rowe score would be 91.
In addition, we observed a slight loss of external rotation in 19 patients (59%) compared with the unaffected shoulder. The average loss of external rotation was 8 degrees in adduction and 6 degrees in 90 degrees abduction.
Only 1 patient had developed a frozen shoulder that was successful treated with serial blocks of the suprascapular nerve.
Statistical analysis had shown no relationship between the number of episodes and recurrence and/or bad functional outcomes, as well as the time of follow-up.
| POSSIBLE CONCERN, FUTURE OF THE TECHNIQUE
Although this procedure is easy to reproduce because of its technical simplicity, reduced operative time, and lower costs, we know that a recurrence index of 25% is too high compared with the results of the literature. Moreover, we also know that recurrence of dislocations in most cases means reoperation, and consequently, the costs become higher than the traditional Bankart repair, not only to the patient, but to the society, too.
We then try to understand why we had such a high recurrence index. Reassessing the data of these patients who developed recurrence (8 cases), we observed clinical signs of shoulder laxity (confirmed by laxity testsVSulcus, Drawer, and Push-Pull tests) in 5 of them (cases 1, 11, 16, 18, and 20) , and in all of them, except in case 1 during surgery, we observed an ALPSA lesion.
We believe that this method of treatment is reproducible and less expensive but must be avoided in patients with primary laxity, great capsular volume due to lots of episodes of dislocations, and poor labrum quality or ALPSA lesion. 15, 16 We are redoing this technique with respect to these observations, and we think that more studies are necessary to further evaluate this technique as a reasonable alternative to the current suture anchor techniques.
